An 85-year-old male presented with bilateral chronic subdural hematomas (CSDHs) resulting in unilateral oculomotor nerve paresis and brainstem symptoms immediately after removal of both hematomas in a single operation. Initial computed tomography on admission demonstrated marked thick bilateral hematomas buckling the brain parenchyma with a minimal midline shift. Almost simultaneous removal of the hematomas was performed with the left side was decompressed first with a time difference of at most 2 minutes. However, the patient developed right oculomotor nerve paresis, left hemiparesis, and consciousness disturbance after the operation. The relatively marked increase in pressure on the right side may have caused transient unilateral brain stem compression and herniation of unilateral medial temporal lobe during the short time between the right and left procedures. Another factor was the vulnerability of the oculomotor nerve resulting from posterior replacement of the brain stem and stretching of the oculomotor nerves as seen on sagittal magnetic resonance (MR) images. Axial MR images obtained at the same time demonstrated medial deflection of the distal oculomotor nerve after crossing the posterior cerebral artery, which indicates previous transient compression of the nerve and the brain stem. Gradual and symmetrical decompression without time lag is recom mended for the treatment of huge bilateral CSDHs.
Introduction
Chronic subdural hematoma (CSDH) is most fre quently treated by evacuation through a single burr hole followed by irrigation and drainage.5) Most patients are successfully treated with simple burr hole evacuation and external drainage.7) However, patients with huge bilateral subdural fluid or hema toma collection may deteriorate after removal. Bilateral CSDHs should be evacuated in a single operative session, because if only one is removed, the remaining hematoma can cause a rapid shift of the midline structures with resultant neurological deterioration.2,4,7) We present a case of bilateral CSDHs resulting in unilateral oculomotor nerve pa resis and brain stem symptoms after both hemato mas were removed within a very short period ac cording to the routine method.
Case Report
An 85-year-old male complained of slight gait dis turbance for 2 weeks before admission. He devel oped motor weakness in his bilateral lower extrem ities on January 15, 1996. He stayed in bed, but his level of consciousness deteriorated progressively and finally he became drowsy. His family brought him to our hospital by ambulance. His pupils were isocoric and the light reflex was prompt. Rapid in fusion of 300 ml of mannitol improved his con sciousness level to almost clear. Computed tomography (CT) revealed thick bilateral subdural hematomas with fluid levels, which had intensively compressed the cerebral hemispheres (Fig. 1) . The hematomas extended from the cerebral convexity to the base of the middle cranial fossa. The supraten torial cortical sulci were not visualized. The bilateral medial temporal lobes were located in the suprasel lar cistern at the level of the upper pons, which in dicated impending transtentorial herniation. The perimesencephalic cisterns were slightly obliterat ed, but no shift of the brain stem was seen. The patient's vital signs were stable during the operation, but his right pupil was dilated with ptosis and the light reflex was absent soon after the oper ation. He was comatose and did not respond to painful stimuli to the left extremities. CT immedi ately after the operation showed that both hemato mas were removed and replaced with air ( Fig. 2) . The suprasellar cistern was opened compared with the preoperative CT scans, because the bilateral medial temporal lobes were shifted back laterally. The bilateral sylvian fissures were visualized and the perimesencephalic cisterns were clearly demon strated, though the ambient cistern was less clear on the right than on the left side. Based on these CT findings, we thought decompression was effective. We decided to observe the patient conservatively. Serial follow-up CT revealed decreasing air volume in both hematoma cavities. Magnetic resonance (MR) imaging 2 days after the operation showed posterior replacement of the brain stem and a widened prepontine cistern, and the oculomotor nerves were seen clearly (Fig. 3) ed. CT 22 days after the operation showed that almost all of the air in the hematoma cavities had been replaced with fluid and all cisterns were wid ened (Fig. 4) . He was able to stand with assistance, and volitional movement of both upper and lower extremities was seen but the left hand grasping power was only 2 kg. One month after operation, he was moved to another hospital for intensive re habilitation for his residual left hemiparesis. The oculomotor nerve runs in the anterolateral and slightly inferior direction after exiting from the interpeduncular fossa. The nerve then enters the roof of the cavernous sinus, where it acquires its own sheath of dura in the lateral portion of the an terior petroclinoid fold.3) MR imaging obtained 2 days after operation showed the right oculomotor nerve was deflected medially toward the medial aspect of the anterior clinoid process after crossing the posterior cerebral artery. In contrast, the left oculomotor nerve ran normally, straight to the lateral aspect of the anterior clinoid process. We suspected that transient herniation of the medial temporal lobe had caused this displacement or compression of the oculomotor nerve just before entering the cavernous sinus. The macroscopic findings of tentorial herniation show that the oculomotor nerve is at first only flattened where it is compressed and bent over the posterior cerebral ar tery.8) This description accords with our MR imag ing finding that the oculomotor nerve was deflected medially after crossing the posterior cerebral artery.
Right transtentorial
herniation during the very short period between decompressions should result in unilateral oculomotor nerve paresis and brain stem symptoms. It is important to evaluate the ex tent of the herniation with CT and MR imaging. CT before the operation demonstrated that the bilateral unci projected toward the suprasellar cistern, and were restored to almost the original positions after the operation. Although the transtentorial hernia tion was reversible on CT, there was a shift of the midline structures from right to left, indicating that the herniation was more marked on the right. MR imaging obtained 2 days after operation showed the remaining projection of the left uncus was marked on the left. Also, the subdural collection of air on the left was much larger as indicated on the upper slice of MR imaging. Thus, the left side was restored more gradually than the right. The bilateral medial temporal lobes had not compressed the oculomotor nerve and the brain stem at that time, so we think that the findings of persistent uncal projection on MR imaging are not of great importance in this case. 
